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Introduction. Radiotherapy units are safe departments subjected to protocols and quality management systems. Nevertheless, the
experience shows that equipment failure or human errors still happening. According to data of the IAEA, at least 3000 patients
have been affected by radiotherapy incidents and accidents.
Objectives. To investigate the incidents to minimize or avert future treatment errors.
Materials and methods. We show the design and implementation of an internal incidence reporting and management system at
the radiotherapy unit of Hospital Meixoeiro. We deﬁned a multidisciplinary team that worked at all the stages of the project. We
developed a supporting documentation form to register type of incidence, causes and people involved to analyze the incidents
reported, designated a system manager and started commissioning to propose solutions and decrease the incidences.
Results. At the very beginning the nature of non-conformances reported where organizational. 30.43% of our incidences corre-
sponded to failures to start treatment at the right time and soon after we changed our processes, we reduced it to 0%. With the
continuous improvement of the patient pathway and the involvement of staff in the reporting culture, recent years almost 100%
of the statements were about safety concerns, well incidents or near miss. Nowadays we are involved in the evolution of our
system into a more robust one, which can account for an error coding system and the implementation of lessons learned from
national and international sources. We observe that there are more incidents because are reported greater number, but have
decrease the repeated incidents.
Conclusion. The described experience has been very positive to our organization in terms of safety and staff conﬁdence improve-
ment and we highly encourage a pilot-study of a safety reporting and learning system nationally based.
http://dx.doi.org/10.1016/j.rpor.2013.03.358
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Introduction. Modern techniques, like IMRT, VMAT, Radiosurgery or SBRT require more time to contouring, planning and quality
control. Waiting times could be outside of standards one. The purpose is to retrospectively measure radiotherapy times indicators
according type of techniques (3D versus others) in a department without LINAC overload.
Methods. Reference benchmark/indicators used were: 1. Cancer waiting times (CWT) from UK National Health Services: 31 days
from decision to treat to ﬁrst deﬁnitive treatment, expressed as % seen within target recommended wait times (90–100%). 2.
Cancer Standards from UK National Health Services: palliative treatment 2–15 days; radical treatment 15–28 days, expressed
also as % seen within target recommended wait times (90–100%). 3. Canadian standards: ready to treat to start of treatment (the
time from when the specialist is conﬁdent the patient is ready to begin treatment to the time the patient receives treatment
(benchmark 28 days) expressed asmedian and 90th percentile of number of dayswaited. Sample includes all consecutive patients
treatedwith radiotherapy in our department fromMay 2011 toDecember 2012, a total of 1151 patients.Wehave taken into account
planned wait due to personal, medical and work-related reasons or chemotherapy integration and patient’s related.
Results. 1. CWT: results expressed as % of the patients treated within target recommended wait time: Total (1151) 96,4%; 3D
treatments (523): 98.1%; Other (604): 94.6%. 2. Cancer standards: palliative treatment: total (277) 93.1%; 3D (219) 96.8%, other (58)
79.3%. Radical treatment: total (874): 93%; 3D (310): 96,4%; other (564): 92.5%. 3. Canadian standards: median numbers of days
waited: total: 12; 3D: 4; Other: 13; 90th percentile of number of days waited: total 24; 3D: 14; Other 26.
Conclusions. Our results showed that waiting times after modern techniques are longer than 3D but nonetheless we have achieved
a high benchmark, except for palliative treatment with modern techniques. Reasons to explain could be low sample number,
patient’s related and integration with chemotherapy.
http://dx.doi.org/10.1016/j.rpor.2013.03.359
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Head & neck cancer (HNC) constitutes a high percentage of the cases in the oncology units. The therapeutic progress in HNC
comes from good diagnosis and improvements in surgery, radiotherapy and new pharmacological agents, also because of the
reduction of morbidity and mortality thanks to the therapeutic progress and organizational measures. This guide is the result
of the collaboration between different specialists: Oncologists, ORL, CMF, Plastic Surgery, AP, Radiology, Nutrition, Palliative Care
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and nursing care. It establishes ways of organization and protocolization of all the activities conducted to the clinical diagnosis,
multidisciplinary treatment (surgery, radiotherapy, chemotherapy, supportive treatment, etc.) and monitoring the patient with
HNC treated in our hospital. The gateway to the process are the service providers of AP of cancer (ORL, CMF and Plastic Surgery),
but also any other service involved in the diagnosis and/or treatment of HNC. A weekly meeting takes place with the presence
of at least one member of each department. Referring Services that refer patients for evaluation to the HNC tumour-board must
designate a doctor who will take responsibility of the presentation of the case, and will facilitate the medical history of the
patient (reports, imaging tests, AP, etc) enough to get a consensual decision. The day of the medical presentation we schedule
a patient appointment for review, reﬂecting the multidisciplinary decision taken in the electronic record sheet of the Tumour-
Board. At the end of the meeting the patient and family are informed in a clear and concise manner about the therapeutic
decision and the steps to follow. The doctor/s that takes over the case or the follow-up of the patient will then schedule an
appointment. Our primary recommendation to the patients with this complex pathology is that they must be treated in Centers
with multidisciplinary equipment, due to with this approach the success rate are better.
http://dx.doi.org/10.1016/j.rpor.2013.03.360
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Objective. To evaluate the impact of the nursing consultation service activity on the given care in a RadiationOncologyDepartment
of a University Hospital.
Materials and methods. Activity records, from January to December 2012, of the Radiation Oncology Department Nursing Con-
sultation were reviewed. Data about number of patients treated during 2012, consultations at treatment baseline, successive
consultations during radiotherapy treatment, cause of the visits, nursing cures procedures, end of treatment consultations and
participation in brachytherapy procedures were collected.
Results. Consultations at radiotherapy treatment baseline: 814, successive consultations during radiotherapy treatment: 3694,
cause of the visits: 60% treatment controls, 20% skin toxicity problems, 10% control of cancer related pain, 10% nutritional
counseling, nursing cures procedures: 320, consultations at the end of radiotherapy treatment: 796, participation in radiotherapy
procedures: 234. Total number of patients treated in the department 1220 with external radiotherapy and 67 with gynecological
brachytherapy.
Conclusions. 66.72% of the patients treated had been visited at the beginning of treatment and 65.24% at its completion. During
the treatment each of the patients was visited 3.02 times (range 1–6). Nursing participated in all the brachytherapy procedures.
Activity of the nursing consultation has an important role in the care given in a Radiation Oncology Department.
http://dx.doi.org/10.1016/j.rpor.2013.03.361
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Introduction. Nowadays IMRT is becoming a standard treatment in Radiotherapy practice. In our hospital we have such technol-
ogy available since 2011. As signiﬁcance quality criteria we established optimal date (OD), a maximum date of treatment start
depending on patient characteristics.
Objectives. To know if IMRT therapeutic effort is higher than in other techniques; percentage of patients that met optimal date;
how long it takes each step of radiotherapy process.
Methods and materials. 885 radiotherapy treatment cycles were prescribed in 2011 in our hospital. Collected variables were dates of
clinical indication (CI), simulation, delineation, entry and exit at physical planning (PP) and treatment start (TS). Analysis comes
from the following software: R Development Core Team (2008). R: A language and environment for statistical computing. Vienna,
Austria.
Results. 72% of all registrieswere evaluable (23% 2D, 69.5% 3D, and 3.4% IMRT). Average global time fromCI to TSwas 24.5 days (24.4
and 26 days in 3D and IMRT respectively) as represent the following intervals: CI – simulation: 7 days; simulation – delineation:
6.5 days; delineation – entry at PP: 1.5 days; entry – exit at PP: 6.5 days and exit at PP – TS: 7.7 days. Average global time from CI to
TS by tumor site was: breast 35, prostate 25, lung 14.7, rectum 17.5, brain 18 and head and neck 27 days. OD was met in 45–55%
(63–67% in OD+3 days, and 80% in OD+10 days) with no difference among treatment aims or 3D vs. IMRT.
Conclusion. Although IMRT needs more complex work, delay in TS is just 1.5 days vs. 3D. OD is just a relevant reference date and
was met in half of the treatments.
http://dx.doi.org/10.1016/j.rpor.2013.03.362
